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ABSTRACT
Background: It has been suggested that emergency care providers’ decision-making competence should be strengthened
regarding whether or not to transport the patient. This qualitative study describes challenges related to non-conveyance situations
from emergency care providers’ perspective.
Methods: Data were collected by a questionnaire from emergency care providers of a hospital district in Finland in 2014.
Responses to open questions were analyzed using inductive content analysis to examine the difficulty of non-conveyance
decisions, reasons for non-conveyance and challenges related to the non-conveyance decision after immediate care.
Results: The majority (70%) of care providers did not experienced difficulty in making non-conveyance decisions, although
those working in basic emergence care found decision-making slightly more challenging than workers in advanced emergency
care. Care providers’ reasons for not transporting patients were most commonly connected with their assessment of care needs
and the conclusion that no hospital care was required. Other reasons involved treating the patient on site, psychosocial reasons
and not seeing the patient as an emergency care client. Difficulty of reaching mutual understanding with patients was considered
the greatest challenge. Other challenges included worrying about the patient’s coping at home and problems in inter-professional
co-operation, related to hurry and the concern that doctors did not always document requests for care instructions.
Conclusions: The results suggest that care providers’ skills in assessing care needs and making decisions based on assessments
are a decisive factor in non-conveyance situations. Reaching a mutual understanding with the patient is the greatest challenge.
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1. INTRODUCTION
Not very much is yet known about emergency care admin-
istered in the patient’s home or in another out-of-hospital
setting, and relatively little research knowledge exists on
emergency care in general and on decisions not to convey
patients to hospital.[1, 2] It has been proposed that instead of
narrowly focusing on patient care procedures, researchers
should develop more comprehensive theories of the whole
paramedic practice.[1] Research evidence can be used to pro-
mote emergency care providers’ professional identity and
competence, increase patient safety and bring out the role
of the paramedic practice as a source of research topics for
nursing science.[1, 3]
The term out-of-hospital emergency care used in this arti-
cle refers to the care of acutely ill patients in a pre-hospital
setting.[4] Emergency care consists of rapidly changing, chal-
∗Correspondence: Päivi K. Leikkola; Email: paivi.leikkola@epshp.fi; Address: Hospital District of South Ostrobothnia, Seinäjoki, Finland.
Published by Sciedu Press 31
cns.sciedupress.com Clinical Nursing Studies 2016, Vol. 4, No. 4
lenging situations, which create a sense of urgency and in-
duce stress in care providers.[3] Developing out-of-hospital
emergency care is of great importance in order to decrease
patient mortality and disability. Effective care delivered in
the patient’s home or other pre-hospital setting also improves
the overall quality of patient care and potentially cuts care
costs.[4–6]
In Finland, emergency medical services have been organized
on a regional basis as a part of the health care system,[7]
regulated by the Health Care Act and Decree on Emergency
Medical Services. The way of organizing services is defined
by each regional hospital district, which means that the con-
tents of the services can vary from one district to another. A
population within a single hospital district, however, must
be served based on a principle of equality.[8] Finnish law
also sets out qualification requirements for emergency health
care providers, that is to health care professionals and rescue
workers.[8] The introduction of the more explicit qualifica-
tion requirements a few years ago has been found to improve
patient safety and the quality of the care.[9] In Finland, am-
bulances are divided into basic and advanced level vehicles
depending on the qualifications of the staff. A basic level am-
bulance crew consists of registered nurses, practical nurses
and emergency medical technicians, all trained to perform at
least basic life-saving procedures. An advanced level ambu-
lance team can only have registered nurses and emergency
nurses, qualified in more advanced life support techniques
and also prepared to manage multiple patient situations.[10, 11]
Care providers assess the patient’s need for emergency care
on site and make a decision on whether and how to convey
the patient to further care. In other words, non-conveyance
or only treating the patient on location is a possible option.[8]
It has been reported that up to 30% of patients are not trans-
ported to hospital following attendance by an emergency
crew.[12, 13] On the other hand, it has been estimated that
11%-61% of the transports are medically not necessary.[14]
Typical reasons for non-conveyance seem to include refusal
to travel, minor or no injuries, recovery after treatment on
scene, falls in elderly people or a visit by the patient’s general
practitioner. Sometimes family members decide to arrange
their own transport. The non-conveyance decision can be
a result of patient-carer negotiation; few patients refuse to
travel against advice.[12, 15]
In recent years, treating emergency patients in their homes
has come more to the fore as a development target.[6, 12] Care
providers treat more diverse patient populations than ever,
and to be able to manage well, they must possess a wide
range of skills.[2] Especially paramedic field managers, who
also participate in patient care, require situational awareness.
They must constantly be aware of what is going on and what
might happen next, and they have been found to act out mul-
tiple roles based on various categories of information.[16] For
some time it has been suggested that care providers should
have more to say about whether to convey the patient to hos-
pital or not.[6] A study confirmed that appropriately trained
paramedics with extended skills can provide care that is at
least as safe as the standard care provided by emergency med-
ical services and emergency departments.[17] Other studies
claim that paramedics cannot always safely decide, which
patients to transfer to hospital.[18, 19] Still, to be able to per-
form as well as possible, care providers need to have the right
information[16] and focused guidelines to support their deci-
sion making.[20] Support and training are needed to increase
care providers’ confidence, and with appropriate training, it
is possible to treat even aged patients at home safely.[17]
Purpose of the study
This study deals with non-conveyance of patients following
attendance by an ambulance crew. The study was conducted
from the perspective of emergency care providers, who rep-
resented various professional backgrounds. All participants
will be referred to as “care providers” henceforth. The study
aims at generating new knowledge of decision-making in
emergency care situations, to be used in continuing voca-
tional or professional education and in developing care qual-
ity. The new knowledge can also alleviate decision-making
on whether or not to convey a patient to hospital.
The research questions were: (1) How difficult was it for care
providers to make decisions on non-conveyance; (2) What
were the care providers’ reasons for not transporting patients
to hospital; (3) Which factors related to non-conveyance
did the care providers find challenging after the immediate
emergency care situation?
2. METHOD
2.1 Research design and sample
The data collected for this research was mainly qualitative
and descriptive. Respondents were emergency care providers
of a hospital district in Finland in September–October 2014.
A new questionnaire based on literature was developed and
tested for this purpose.[21] The questionnaire was sent to all
emergency care providers of the hospital district, that is to
nurses, emergency nurses, practical nurses and emergency
medical technicians (N = 142). The response rate was 53%
(n = 71). The questionnaire was sent electronically, as a link
to an e-mail. Care providers replied electronically to the
investigator directly. They remained anonymous. This paper
complements and is a continuation of results reported in our
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earlier article, which deals with emergency care providers’
clinical skills.[21]
2.2 Instrument
The questionnaire, developed for this study, was based on ear-
lier research and literature. It was constructed by an expert
panel consisting of four researchers. The electronic question-
naire was tested with emergency care providers (n = 17) in
June-July 2014. As no amendments were required, this data
was included in the actual study.[22–24] The questionnaire
started with 8 background questions. Respondents were then
asked whether they had experienced difficulty in making non-
conveyance decisions. A multiple choice question was used
with the options 1 = no, 2 = yes, and 3 = cannot say. Finally,
care providers were presented with two open questions, ask-
ing them to describe the reasons for not transporting patients
to hospital and any challenging factors or issues related to
non-conveyance, experienced after the immediate emergency
care situation. The results section of this paper includes
care providers’ background information, their response to
the item on difficulty of making non-conveyance decisions,
their reasons for non-conveyance and the challenges they had
experienced after the immediate emergency care situation
had passed.
2.3 Validity and reliability
The validity of this research was addressed by means of the
primary validity criteria as synthesized by Whittemore et
al.[25] for qualitative research. These criteria involve cred-
ibility, authenticity, criticality and integrity. Credibility of
the qualitative analysis means that the reader can trust that
the interpretations are trustworthy and reflect the experience
of participants or the context. Authenticity, which is closely
linked to credibility, means reaching participants’ lived and
perceived meanings and experiences and portraying multi-
ple, sometimes conflicting realities. Criticality refers to the
investigators’ effort to critically appraise their own solutions,
interpretations, assumptions and the effect of their knowl-
edge background. Finally, to ensure valid interpretations
grounded within data, integrity should be sought through
self-reflection and a self-critical approach.[24, 25]
The credibility and authenticity of this research was ensured
by collecting data from emergency care providers involved in
practical care work. Respondents had first-hand experience
and conceptions of the challenges related to decision-making.
Their uniformity of opinion was expressed in numerous ref-
erences to the challenges in decision-making, reported both
quantitatively and qualitatively. The criticality and integrity
of the research was secured by repeated examination of inter-
pretations and careful reporting of the research process. The
whole research team participated in data analysis, which in-
creased the reliability of the results. The connection between
data and interpretation was demonstrated by quantitative
data on the challenges and by a detailed description of the
analysis.
The reliability of the study may be limited by the fact that
data were collected in a single hospital district. Despite a
motivating cover letter and reminders the response rate was
relatively low, 53%, as is often the case in e-mail enquiries.
Having to open a separate link to access the questionnaire
may have been one reason for the low response rate. It is also
possible that this particular target group was tired of various
enquiries and repeated data collection.[26–28]
2.4 Ethical considerations
Attention was paid to responsible conduct of research and
research ethics throughout the study.[24, 29, 30] The study plan
passed the ethical review process, and permission to conduct
the study was granted by the hospital. Care providers were
informed of the purpose of the study, voluntary participation
and anonymity before giving their informed consent. They
had the possibility to withdraw at any time, and consent or
decline did not affect their work in any way. The research re-
sults are reported honestly, neutrally and to the investigator’s
best understanding.[31, 32] Individual care providers’ expres-
sions cannot by identified. The research team will store the
data electronically until all research projects have been ended
and reported on.
2.5 Data analysis
The background data were analyzed using SPSS for Win-
dows 22. The results section starts with the care providers’
background information: age, sex, qualification, current posi-
tion, type of employment and work experience in the current
position, in emergency care and in health services. These
background factors are given in frequencies, percentages,
means and ranges. The respondents’ age data were reclassi-
fied for analysis. The connection between care providers’ sex
and difficulty of the non-conveyance decision was analyzed
using cross tabulation.
Inductive content analyses was used to analyze the quali-
tative data,[33, 34] with the objective of constructing a sys-
tematic, condensed description of the phenomenon under
study.[31] Words, phrases and thoughts expressed through
several clauses were thought of as units to be analyzed.
Original expressions were selected, listed and reduced, al-
though some of the expressions were so short that they
could not be reduced. In the next stage, the reduced expres-
sions were grouped together as sub-categories and named
Published by Sciedu Press 33
cns.sciedupress.com Clinical Nursing Studies 2016, Vol. 4, No. 4
using content-characteristic words. The sub-categories were
then grouped under higher order categories and descriptive
headings. These categories represent the investigator’s con-
structed explanation of the phenomenon under study.[34–36]
The number of expressions for various categories is also
reported in the results below.
3. RESULTS
The non-conveyance situation, experienced by care providers
after the immediate emergency care situation, comprised the
care provider’s decision-making related to non-conveyance,
their reasons for not transporting the patient to hospital and
the challenges experienced by care providers in the situation.
3.1 Background Information
Care providers’ background information is given in Table
1. Their mean age was 34 years. The youngest person was
19 and the oldest 58. There was an equal number of women
and men (n = 71, 50%). More than half of the respondents
worked in basic-level emergency care (n = 93, 65.5%) and the
rest in advanced-level emergency services (n = 49, 34.5%).
Most care providers had a registered nursing qualification
(60.6%), while the minority (39.4%) held vocational qualifi-
cations in practical nursing or paramedics. Most respondents
(74.6%) had a permanent work contract and the rest (25.4%)
a fixed-term contract.
Table 1. Participants’ background information
 
 
Background information  N % 
Sex   
   •  Female 71 50.0 
   •  Male 71 50.0 
Age   
   •  Under 25 23 16.2 
   •  25-34 55 38.7 
   •  35-44 40 28.2 
   •  Over 45 24 16.9 
Current workplace   
   •  Basic-level emergency care 93 65.5 
   •  Advanced emergency care 49 34.5 
Qualification   
   •  Practical nurse, EMT 56 39.4 
   •  Nurse 86 60.6 
Type of employment   
   •  Permanent 106 74.6 
   •  Fixed term 36 25.4 
 Note. EMT = emergent medical technician 
In addition to the data shown in Table 2, the study revealed
that most respondents (77.3%) had worked less than 2 years
in their current position. Their mean time in their current
work was 1.9 years, with the range from 0.3 months to 13
years. They had an average of 8.3 years’ experience of work-
ing in emergency care services (range 0.5-34 years) and an
average of 10 years’ experience of working in the health
service (range 0-34 years).
Table 2. Care providers’ experience of their current work, emergency care and health service by occupational group
 
 
Background information 
Practical nurses, EMT  Nurses 
N %  N % 
Experience of current work      
   •  under 1.5 years 16 29.1  17 19.8 
   •  1.5-2.4 years 31 56.4  45 52.3 
   •  2.5 years or more 8 14.5  24 27.9 
Experience of emergency care       
   •  under 3 years 19 33.9  33 38.4 
   •  3-8 years 16 28.6  29 33.7 
   •  over 8 years 21 37.5  24 27.9 
Experience of health service      
   •  under 3 years 14 26.0  11 12.8 
   •  3-8 years 16 29.6  39 45.3 
   •  over 8 years 24 44.4  36 41.9 
Note. EMT = emergent medical technician 
Table 3 reveals that 19% (n = 27) of care providers found
it difficult to make a decision not to transport the patient to
hospital, whereas approximately two thirds of them (n = 95)
did not consider the non-conveyance decision difficult and
14% (n = 20) chose the option cannot say.
The investigators did not discover any statistically signifi-
cant differences between various groups as regards the back-
ground variables. Table 4 shows the results for men and
women. A slightly larger proportion of women (24%) com-
pared to men (14%) found it difficult to make decisions about
non-conveyance. Similarly, there were minor differences in
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the results between those working in basic emergency care
(21.5%) and those employed in advanced emergency care
(15.2%). Finally, an analysis conducted for occupational
groups revealed that 25% of emergency medical technicians,
23% of practical nurses and 16% of nurses considered the
non-conveyance decision difficult.
Table 3. Care providers’ difficulty of making
non-conveyance decisions
 
 
 Frequency Percent Valid Percentage 
No 95 66.9 66.9 
Yes 27 19.0 19.0 
Cannot say 20 14.1 14.1 
Total 142 100.0 100.0 
 
3.2 Reasons for non-conveyance
The request to list reasons for not transporting the patient
to hospital yielded a total of 257 expressions, classified and
presented in Table 5.
According to care providers, their decision not to transport
the patient to hospital was based on their assessment of care
needs and, most commonly, on the conclusion that the patient
did not require emergency treatment or transport to hospital
(121 expressions). The patient required neither transport by
ambulance nor emergency procedures or constant observa-
tion. It was often decided that the patient could wait until
the following day and contact the local health center. Care
providers reported that they often advised patients to use
their own vehicles or have family members accompany them
(e.g. to a health center). In some cases, postponing the treat-
ment by a few hours seemed a better solution than a longer,
nighttime transport by ambulance. Several care providers
also maintained that sometimes their decision not to transport
the patient was due to citizens’ too low a threshold to call
for help. Patients seemed to expect that an ambulance would
always convey them to hospital.
Table 4. Care providers’ difficulty of making a non-conveyance decision by sex
 
 
 
Sex 
Total 
Female Male 
Difficulty of non-conveyance decision 
No 
Count 43 52 95 
% within sex 60.6% 73.2% 66.9% 
Yes 
Count 17 10 27 
% within sex 23.9% 14.1% 19.0% 
Cannot say 
Count 11 9 20 
% within sex 15.5% 12.7% 14.1% 
Total 
Count 71 71 142 
% within sex 100.0% 100.0% 100.0% 
 
Table 5. Reasons for non-conveyance
 
 
Generic category Sub-category 
Assessment of care needs 
  •   No need for conveyance or emergency care  
  •   Later visit to a health center 
  •   Patient is not left alone at home 
Patient treated on site 
  •   Adequate treatment on site 
  •   Minor injury, disease or symptom 
  •   Chronic or prolonged complaint/old complaint 
Psychosocial reasons 
  •   Loneliness 
  •   Insecurity 
  •   Social reasons 
  •   Lack of common sense or basic life skills 
The patient is not an emergency care client 
  •   Drugs or alcohol 
  •   Unnecessary telephone calls 
  •   Refusal to be transported 
  •   Patient is a client of the police 
  •   Patient cannot be found 
  •   Ambulance is not used to transport the patient 
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Adequate treatment on site was another common reason
for non-conveyance (28 expressions). In these cases, care
providers felt that they had been able to administer adequate
care on site, so that it was safe for the patient to stay at home.
The situations mentioned involved pain alleviation (for ex-
ample for back pain), nose bleeds, gluing wounds, lifting and
examining patients who had fallen and treating low blood
sugars and shortness of breath. Secondly, patients often had
minor physical injuries or symptoms (18 expressions). Ex-
amples given by respondents included mild hypertension or
fever, minor wounds, gastritis, transient attacks, flu, diar-
rhea, falls (without injury) and laryngitis. Thirdly, chronic
or prolonged conditions were also mentioned as a reason
for non-conveyance (26 expressions). In these cases, the
patient’s complaint was not acute or had not deteriorated
significantly, so no emergency treatment was required. The
symptoms had persisted for weeks or months. The examples
given by care providers involved prolonged stomach com-
plaints, constipation, poor general condition, prolonged flu
and chronic back pain.
Respondents also reported that psychosocial reasons some-
times resulted in non-conveyance. The patient’s loneliness
was mentioned in 9 expressions. Sometimes patients had
called for an ambulance, because they had felt frustrated,
hoping for help for a prolonged complaint, or because they
had felt insecure about their coping at home. In some cases,
patients had called for help for social reasons. For example,
a lonely elderly person or an intoxicated client had wished
for someone to talk to. Finally, it was suggested that lack
of common sense or basic life skills sometimes resulted in
unnecessary calls.
Last, respondents often felt that the patient was not an emer-
gency care client and did not require transport to hospi-
tal. Users of drugs and alcohol were mentioned specifically
(22 expressions). Strongly intoxicated persons sometimes
called an ambulance, because they wanted immediate reha-
bilitation or had run out of drink. Persons, who refused to be
transported by ambulance, were clients of the police or could
not be found, were not considered emergency care clients
either. Sometimes clients were not conveyed to hospital by
ambulance but by another means of transport.
3.3 Challenges related to non-conveyance
As a response to the last question care providers reported,
which issues or factors related to non-conveyance they had
found challenging after the emergency care situation. A total
of 192 expressions were obtained.
Table 6. Challenges related to non-conveyance
 
 
Generic category Sub-category 
Difficulty of reaching mutual understanding 
  •   No mutual understanding of non-conveyance with the patient and family member 
  •   No need for emergency care or conveyance 
  •   Problems in transport 
  •   Patient requires special attention 
Patient’s coping at home 
  •   Insecurity about patient’s coping at home 
  •   Care provider’s responsibility for non-conveyance decision 
  •   Home care assistance 
Co-operation between professionals 
  •   Co-operation with the emergency clinic doctor 
  •   Telephone consultation 
 
Table 6 summarizes the challenges related to the non-
conveyance decision. According to care providers, the diffi-
culty of reaching mutual understanding was the most chal-
lenging factor (72 expressions). The patient and/or family
member did not always agree with the non-conveyance de-
cision; the patient and/or family member had a different
opinion compared to the care providers’ opinion. Some-
times patients or family members did not understand why
the patient was not conveyed to care. Some of them thought
that patients transported by ambulance were treated faster
and could avoid queuing at the emergency clinic. Some pa-
tients, especially older persons, and family members had
the misconception that an ambulance always transported the
patient to hospital. Some of them thought that the destina-
tion would always be a central hospital, rather than a minor
hospital or health centre. Care providers reported having felt
pressurized to transport the patient; sometimes conveyance
was demanded, although the patient’s condition clearly did
not require hospital care. Respondents also mentioned that
reaching a mutual understanding was difficult with patients,
who required special attention. Confused patients, users of
intoxicants and aggressive patients were listed as examples.
Worrying about the patient’s coping at home was another
challenge mentioned by care providers (21 expressions). The
patient did not necessary require hospital care, but respon-
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dents were insecure about the patient’s coping at home other-
wise. Especially leaving alone-living or old persons at home
was sometimes considered problematic. Care providers also
commented on their responsibility for non-conveyance de-
cisions. Some of them expressed their insecurity regarding
the decisions (9 expressions) and the range of responsibility
from assessment and examination of the patient to diagnos-
tics and non-conveyance decisions. Situations, in which
there was a possibility of the patient making another tele-
phone call for help, caused insecurity in care providers, as
did the concern that the patient might not understand the
home care and follow-up instructions (24 expressions) or
might not receive adequate assistance from the home help
service. Patients with ambiguous symptoms (6 expressions)
were another source of insecurity; it was not always possible
to find a clear explanation for the illness or the patient was
a so-called borderline case. Worry and fear about making
an incorrect decision when leaving the patient at home was
mentioned (13 expressions); the patient might deteriorate de-
spite careful examination and treatment. A few respondents
commented that in case of insecurity, it was better to convey
the patient to hospital.
One more area in which challenges were reported in this
study involved the co-operation between professionals. Care
providers co-operated with doctors of the emergency clinic,
consulting them by telephone. Sometimes care providers
felt that the doctor did not concentrate sufficiently on the
current situation (9 expressions). Secondly, care providers
were not always certain if the doctor had entered onto the
patient’s records the information that the ambulance crew
had requested care instructions.
4. DISCUSSION
Emergency care providers require a wide range of competen-
cies to be able to encounter acutely ill patients and provide
high quality emergency care.[13, 17] In this study, most care
providers (70%) did not consider it difficult to decide about
the patient’s non-conveyance to hospital. The decisions were
slightly more difficult for care providers working in basic
level emergency services than for those in advanced level
emergency care. Women also found it more difficult to decide
about the patient’s transport than men. It has been proposed
that care providers should have more possibility to decide
about non-conveyance.[6] This study indicates that such a
development might well be possible.
Patients are not conveyed to hospital care for a variety of rea-
sons. This study revealed that non-conveyance was based on
a care needs assessment or on adequate treatment provided
on site. Sometimes the reasons were psychosocial or it was
decided that the patient was not a client of emergency care
services. The most common reason, according to respon-
dents of this study, was care providers’ assessment of the
patient’s situation.[16] As regards psychosocial reasons as a
background for non-conveyance, the findings are consistent
with earlier research, which states that the emergency team is
sometimes only called “to be on the safe side”. In many cases
the patient does not require transport to hospital[12, 20] or can-
not be considered a client of emergency care services. As in
earlier research,[12, 15] it was found in this study that patients
sometimes refused transportation or could not be found. The
study confirms that emergency care providers assess their
patients’ emergency care needs and decide about suitable
transport on site.[8] Still, non-transport guidelines and practi-
cal action models to support decision-making and safe care
are also required, as has been recommended before.[20]
Today, care providers encounter a greater variety of patient
groups than before.[6, 12] In this study, reaching a mutual un-
derstanding between the care provider, patient and/or family
member regarding non-conveyance was found to be the most
demanding challenge. The finding is in harmony with earlier
propositions that decisions on transport can be commonly ne-
gotiated, but are also prone to challenges.[15] Care providers’
concern that the patient might not cope at home was an-
other challenge highlighted in this study. The finding brings
into mind the importance of gaining correct and adequate
patient information to support decision-making.[16] Earlier,
a doctor’s assessment and decision has been described as
the reason for non-transportation.[12] It has also been re-
peatedly confirmed that emergency care providers’ work is
characterized by hurry and stress.[3] This study adds to the
finding by presenting one more challenge: problems in multi-
professional co-operation, linked to limited time and the
care providers’ insecurity, whether doctors have always paid
adequate attention to patients and if they have correctly doc-
umented the ambulance crew’s requests for care instructions.
5. CONCLUSIONS
Emergency care providers have a variety of reasons for not
transporting patients to hospital care and they face multi-
ple challenges in the situation related to non-transportation,
although most respondents in this study did not find non-
conveyance decisions difficult. This research suggests that
care providers’ skills in assessing care needs and making
decisions based on the assessment are essential when having
to decide whether the patient should be transported. The
care providers in this study possess good self-reported skills
in recognizing non-urgent care needs. The study further in-
dicates that reaching a mutual understanding between the
patient and care provider can be the greatest challenge linked
to the non-conveyance situation. The findings can be used to
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develop emergency care further by improving care providers’
competence by further training and through emergency prac-
tice.
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